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Incorporating Mental Health into
Bioterrorism Response Planning

Despite some recent improvements in public health preparedness in many communi-
ties, efforts to incorporate mental health plans and services into bioterrorism response
planning remain in their infancy. A recent report from the Institute of Medicine recom-
mended that “to address the prevention, health care, and promotion needs related to
psychological consequences of terrorism, this area must be integrated into national,
state, and local planning.”1

Bioterrorism events may produce unique consequences compared to other manmade
or natural disasters.2 Fear-inducing threats of contamination, the likelihood of covert
release of poisonous agents, and the possibility of contagion may result in large numbers
of adverse emotional/psychological reactions. These “psychological casualties” of a
bioterrorism event will likely far outnumber the medical casualties; nevertheless, re-
sponse planners have been relatively slow to incorporate mental health considerations
into terrorism response plans. Psychological consequences1,3–7 can be classified as dis-
tress responses (e.g., insomnia, fear, sense of vulnerability), behavioral changes (e.g.,
acting out, social withdrawal, increased consumption of nicotine, alcohol, or other
drugs),4,5 psychosomatic symptoms and outbreaks of medically unexplained symptoms,8

psychiatric/psychological symptoms (e.g., sadness, irritability, dissociation), and psychi-
atric illnesses such as depression and posttraumatic stress disorder.6,7

The protection and promotion of mental health in the community is a critical
component of pre-event planning for bioterrorism events. Mental health elements
should be included in all disaster response plans, and should be regarded with equal
weight and immediacy as other elements of the plans. These mental health functions
should include:9–14

• Assessing and providing appropriate services;

• Preparing content for and advising on the process of risk communication;

• Creatively using assets belonging to the public trust (such as mental health facilities);

• Consulting with community mental health leaders on the psychology of epidemics,
managing fear and uncertainty, and managing responder and leadership distress;

• Training local community thought leaders in group coping methods; and
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• Developing culturally competent interventions for fre-
quently overlooked, vulnerable populations such as
children, homeless individuals, and persons who do
not speak English.

Some of these activities are shown in the Figure, which
depicts an action model for a mental health response to a
bioterrorism event. In sum, a mental health response in-
cludes not only the provision of services (including triage
and referral) for those experiencing psychological conse-
quences, but also culturally competent, community-based
interventions (such as effective risk/health/coping commu-
nication and screening for psychological sequelae) to re-
duce the risk of incident disorders and disturbances.11–14

Broadcast and print media in workplace and civic/faith-
based social networks may be particularly important in risk
communication.

While the incorporation of mental health into local
bioterrorism response planning is of utmost importance,
there are several barriers to such planning that should be
recognized. These include:

• Separation of public health agencies and public men-
tal health agencies at the local level;

• The traditional role of public-sector community men-
tal health agencies to provide care for individuals with
severe and persistent mental illnesses, combined with
little practical experience in community-level public
interventions that promote mental health and pre-
vent mental disorders;

• Limited collaboration between local public health
agencies and the American Red Cross; and

• The complex issue and varying opinions about licens-
ing and credentialing of mental health volunteers.

First, in many jurisdictions, separate agencies are respon-
sible for the provision of public health and mental health
services at the local level. Often, local public health depart-
ments are relatively unfamiliar with mental health issues and
the multitude of often fragmented mental health agencies
and associations. The political, organizational, financial, and
ideological separation that commonly exists between local
public health and local community mental health services
can create a barrier to effective communication and collabo-
ration on issues affecting the mental health of the commu-
nity, such as bioterrorism. Local public health agencies are
often unaware of the many potential assets that may be
brought to preparedness planning by local public mental
health, including facilities (such as community mental health
centers, crisis stabilization units, and addiction clinics), men-
tal health professionals and staff, and special operations,
such as 24-hour crisis hotlines and mobile crisis units that
may operate in conjunction with the local police depart-
ment. A key part of incorporating mental health into bio-
terrorism response planning is the strengthening of rela-
tionships among local public health and local community
mental health agencies.

A second obstacle that may complicate the process of
integrating mental health into bioterrorism response plan-
ning is related to the traditional purview of services pro-
vided by community mental health agencies. Public-sector
community mental health agencies are very experienced in

the domain of care for individuals with severe and persistent
mental illnesses, but they often have little practical experi-
ence in the area of community-level public interventions
that promote mental health and prevent mental disorders.10

It may be difficult for state or local mental health authorities
to broaden their mission to include the promotion of men-
tal health of communities with current funding and staffing
levels that do not even provide sufficient funds for the com-
prehensive care of individuals with severe and persistent
mental illnesses. Nonetheless, local community mental health
agencies are likely to be quite interested in being involved in
bioterrorism response planning, even if this means expand-
ing the paradigm within which they routinely operate.

A third potential barrier exists when local public health
agencies have an underdeveloped relationship with the
American Red Cross (ARC), which is likely to be involved in
the provision of at least some mental health services in the
event of a bioterrorism attack.14 The ARC provides unifor-
mity of structure, consistency of service, and an ability to
quickly mobilize people from a variety of backgrounds and
locations into effective work teams with an explicit common
cause. However, local public health agencies engaged in
bioterrorism response planning may be relatively unfamiliar
with its structure and functions. This lack of familiarity can
create barriers to effective planning. The solution is for local
public health agencies to establish ongoing relationships
with local ARC chapters. Often, the ARC has relationships
with emergency management agencies, state and local men-
tal health agencies, and the professional mental health asso-
ciations within the state. These relationships position the
ARC to play an active role in the planning process. The ARC
is likely to be integral to functions such as services for rescu-
ers and care providers, coordination of volunteers, and needs
assessment (Figure).

Fourth, because of the variety of mental health profes-
sionals that may be involved in a response, the issue of
licensing and credentialing of volunteers may serve as a
barrier to efficient collaboration.9 Planning groups will need
to consider whether a mental health professional license
and willingness to provide pro bono services are sufficient for
volunteering, or if a particular crisis mental health training
model like the ARC’s should be endorsed. Additional facets
to this issue include the likely emergence of spontaneous
volunteers who have had different crisis training, differences
in professional opinions about the efficacy of some mental
health interventions (such as crisis intervention stress de-
briefing), and the difficulty coordinating spontaneous vol-
unteers who have no mental health training whatsoever.
While the ARC provides standardized training and creden-
tialing for licensed mental health professionals, other ser-
vice agencies may have different ways of credentialing volun-
teers.14 When there has been no pre-event planning and
communication about roles and procedures, civil authori-
ties and other agencies may have expectations of services
from the ARC that do not mesh with the organization’s
regulations and abilities. To avoid service gaps and unclear
training jurisdictions, it is critical to clarify which agency is
primarily responsible for ensuring delivery of mental health
support for all individuals in the community in a mass casu-
alty event.
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Figure. Potential action model for a mental health response to a bioterrorism event

SOURCE: Metropolitan Atlanta Mental Health Bioterrorism Response Planning Group (assembled by the Center for Public Health Preparedness
of the DeKalb County, Georgia, Board of Health, July 2002–April 2004)

Bioterrorism Event

• Employee assistance
programs, workplace
mental health

• Support to schools for
children and families

• Support to faith
communities

Individual-level
services

Volunteer
coordination

Ongoing needs
assessment

Gatekeeper for
research activities

Organizational/
institutional-level

support

Community-level
services/media/
public relations

Planning/organization/networking Training/dissemination/exercises

Evaluate plan effectiveness Revise plan based on evaluation

Services for
rescuers and care

providers

• Treat non-
pathological stress
reactions in children
and adults

• Treat psychiatric
disorders

• Treat exacerbations
of severe mental
illnesses and
substance abuse

• Coordinate
spontaneous influx of
volunteers

• Coordinate
centralized
credentialing and
training

• Referral of volunteers
based on needs
assessment

• Designated personnel to Emergency Operations Center and
Joint Information Center

• Coordinating body for the mental health response

While these potential barriers must be considered, we
stress the importance of coordinating public health, mental
health, and medical response through the formation of in-
terdisciplinary planning teams, service provider networks,
attention to short-term and long-term psychosocial service
delivery, and accounting for the needs of special popula-
tions (e.g., the severely mentally ill, children, frail elderly,
physically disabled, etc.).1,13 We recommend that local pub-
lic health agencies engaging in bioterrorism response plan-
ning facilitate collaboration among their agencies and their
critical partners—local public mental health/community
mental health agencies, local ARC affiliates, academic insti-
tutions (local schools of medicine, schools of public health,
and training programs in psychology, nursing, social work,
or allied mental health professions), mental health profes-
sional associations, and federal partners. Including leaders
of faith communities, school psychologists and other per-
sonnel, and large employers is also important for a compre-
hensive mental health component to bioterrorism response
plans. Other important mental health issues to consider as
part of bioterrorism preparedness planning include consis-
tent messaging and risk communication as an aspect of the
mental health response, consideration of cultural diversity
of the exposed population, and the mental health needs of
children, families, and employees.2,11,15

Public health preparedness is both a product and a pro-
cess. The process of building relationships and ongoing
collaborations with other agencies and disciplines is the
most vital aspect. This is especially true of public health
collaborations for bioterrorism preparedness.
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